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{C 000} Initial Comments {C 000}

Report by Glenn Hoppin

A Complaint Follow-up Survey was conducted on 
February 11, 2015 starting at 9:00AM and ending 
at 9:45AM.  Not all of the previously cited 
deficiencies were corrected.  Therefore, further 
action is required.  

The remaining deficiencies that were observed 
are as follows:

 

 C 161 Housekeeping-Land Line Phone

SECTION .0300 - THE BUILDING
10A NCAC 13G .0315 HOUSEKEEPING AND 
FURNISHINGS
(a)   Each family care home shall:
(12)  have at least one telephone that does not 
depend on electricity or cellular service to 
operate.
(e)   This Rule shall apply to new and existing 
homes.

This Rule  is not met as evidenced by:

 C 161

1.) At the time of survey it was observed that 
there is no landline phone in the facility.  Install a 
landline phone in the facility that does not depend 
on electrical or cellular service to operate.

 

{C 170} Fire Safety-Any Other City Ordinances

SECTION .0300 - THE BUILDING
10A NCAC 13G .0316 FIRE SAFETY AND 
DISASTER PLAN
(c)   Any fire safety requirements required by city 
ordinances or county building inspectors shall be 
met.

{C 170}
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{C 170}Continued From page 1{C 170}

This Rule  is not met as evidenced by:
A joint fire drill was conducted with the Buncombe 
County Fire Marshals office,  DSS, and the DHSR 
Construction Section.  The live drill was 
conducted by the staff and 911 was called as part 
of the drill. 

The following conditions were observed

 1.) During the drill the 911 dispatcher was unable 
to understand the staff member calling, because 
the staff member speaks only Korean.

 2.) When the power was turned of to the facility 
the smoke detectors, the phones, and the wander 
alarm did not function. 

Based on these facts the Buncombe County fire 
Marshall is requiring an addressable monitored 
fire alarm system that will tell emergency 
responders what the emergency is and where to 
respond. Obtain bids for a monitored addressable 
fire alarm system and provide the Buncombe 
County Fire Marshals office and the DHSR 
Construction section with a set of installation 
drawings for approval before installing the 
system.  Provide the DHSR Construction section 
with copies of all permits, plans, invoices, and any 
other supporting documentation when the system 
is complete.  Contact the Fire Marshals office and 
the DHSR Construction section for final approval 
after installation.
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